To the Editor,
We read with great interest the paper by Owosho et al. [1] , showing a case of nasopharyngeal classical Hodgkin lymphoma (CHL) in a 49-year-old woman presenting with nasal congestion and post nasal drainage and we have a similar case managed at our institution.
CHL primary arising in the head and neck is a rare disease that represents approximately 1 % of all CHL cases, and it is most frequent in young to middle-aged male patients. Only 35 cases have been identified to date and the most recent, homogeneous and large cohort reported in the literature comes from a retrospective analysis published by Iyengar and colleagues from the MD Anderson Cancer center, in which they showed that among more than 3.500 HL patients registered during a 40 years period , only 34 had a primary head-neck classic variant; notably nasopharynx localization is a true rarity since only 9 of them had an exclusive involvement at that level [1, 2] . These epidemiologic data seem constant in time, since they are substantially in accordance with the ones previously reported by other authors [3] [4] [5] . Despite its rarity, primary nasopharynx CHL has a favourable clinical course and it is usually well managed with a combined approach, as reported by the authors and by Johnson and colleagues, too [1, 6] . In particular, we share the opinion that the best therapeutic option in this setting is represented by few cycles of doxorubicin, bleomycin, vinblastine and dacarbazine (ABVD) followed by attenuated dose involved-field radiotherapy (IF-RT), since we successfully treated 4 years ago a 50-year-old male patient with this modality. Of note, this patient presented bilateral nasal congestion and was diagnosed after 2 years of ineffective treatments for chronic rhinitis, including allergy medications and antibiotics. Histological diagnosis was, according to WHO classification [7] , CHL (CD30 positive, CD15 positive in some cells, PAX5 positive with weak expression, MUM1 positive, OCT-2 and BOB.1 negative, LMP negative, EBER negative), with scattered Reed-Sternberg cells admixed with an inflammatory background. Computed tomography (CT) and positron emission tomography (PET) showed only nasopharyngeal localization, bone marrow biopsy was negative, Ann Arbor stage was IEA. The patient received two cycles of ABVD followed by IF-RT and achieved complete response (CR); he was alive and maintained CR at the last follow-up visit, 48 months following the end of therapy.
We would like to underline the importance, and sometimes the difficulty, to obtain a correct diagnosis, since the lesion may mimick both clinically and histologically a flogistic lesion like infectious mononucleosis or other lymphoid neoplasms such as NK-T cell lymphomas nasal type, T-cell/histiocyte-rich diffuse large B-cell lymphoma and EBV? diffuse large B-cell lymphoma. Great caution is required before establishing a primary diagnosis of CHL in extranodal sites and subtype determination is often not possible. Therefore, immunohistochemical confirmation of the diagnosis is mandatory in primary extranodal CHL to rule out morphologic mimics.
In conclusion, stage IE is extremely rare in CHL and is characterized by an excellent outcome, as in our patient, that completed the therapeutic program without experiencing severe side effects, although he developed a permanent lower occipital alopecia after radiotherapy.
